Van den Wyngaert et al.
BMC Health Services Research (2024) 24:433
https://doi.org/10.1186/512913-024-10915-2

BMC Health Services Research

Developing a questionnaire to evaluate

®

Check for
updates

an automated audit & feedback intervention:
a Rand-modified Delphi method

Ine Van den Wyngaert'", Gijs Van Pottelbergh’, Kristien Coteur', Bert Vaes' and Steve Van den Bulck'

Abstract

sisting of 42 items was obtained.

and implementation of the questionnaire.

Questionnaire

Background Audit and feedback (A&F) is a widely used implementation strategy to evaluate and improve medical
practice. The optimal design of an A&F system is uncertain and structured process evaluations are currently lacking.
This study aimed to develop and validate a questionnaire to evaluate the use of automated A&F systems.

Methods Based on the Clinical Performance Feedback Intervention Theory (CP-FIT) and the REFLECT-52 (REassess-
ing audit & Feedback interventions: a tool for Evaluating Compliance with suggested besT practices) evaluation

tool a questionnaire was designed for the purpose of evaluating automated A&F systems. A Rand-modified Delphi
method was used to develop the process evaluation and obtain validation. Fourteen experts from different domains
in primary care consented to participate and individually scored the questions on a 9-point Likert scale. Afterwards,
the questions were discussed in a consensus meeting. After approval, the final questionnaire was compiled.

Results A 34-question questionnaire composed of 57 items was developed and presented to the expert panel. The
consensus meeting resulted in a selection of 31 questions, subdivided into 43 items. A final list of 30 questions con-

Conclusion A questionnaire consisting of 30 questions was drawn up for the assessment and improvement of auto-
mated A&F systems, based on CP-FIT and REFLECT-52 theory and approved by experts. Next steps will be piloting

Keywords Medical audit, Quality of health care, Audit and feedback, Process evaluation, Delphi method,

Background

Audit and feedback (A&F) is a widely used implementa-
tion strategy, delivered to health care providers to evalu-
ate and improve medical practice. In 2003, Jamtvedt et al.
defined A&F as ‘any summary of clinical performance
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of health care over a specified period of time, given in a
written, electronic or verbal format’ [1].

Several studies have shown the effectiveness of A&F
systems in primary care [1-5]. Even though the effect
of A&F seems to be variable and depends on how
the feedback is given [4]. When A&F is not optimally
delivered, the performance of the care provider, and
thus the care received by patients, can be negatively
affected [4]. However, the optimal design of a digital
and automated A&F system (the health care provider
will automatically receive a digital feedback report)
is still uncertain, but several components of such an
optimal system are suggested by earlier research [3,
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4]. In addition, there is no gold standard available for
implementation of an A&F intervention [3]. In pri-
mary care, digital and automated A&F based on data
stored in electronic health records (EHRs) is currently
used [6]. Automated A&F systems would have the
potential to save time and to drive continuous quality
improvement, although there are still some challenges
that need to be solved first [7]. Automation could also
increase the effectiveness of feedback, since even par-
ticipants with a lack of time or skills can easily receive
feedback [8]. In addition, an automated A&F system
could contribute to more patient-centred care, which
various studies describe as a promising framework to
meet the challenges in our complex health care system
[9-11]. An automated A&F system enables health care
providers to detect gaps in the care for specific patient
groups, after which care tailored to those patients can
be achieved [12, 13].

To improve the effectiveness of an automated A&F
system and to avoid waste of research and economic
sources, repeated optimization of the A&F system
is necessary [14]. Since an automated A&F system is
a complex intervention, an essential part of design-
ing, testing and adjusting, is a process evaluation. This
can be used to assess the reliability and quality of the
implementation. In addition, a process evaluation can
clarify causal mechanisms and identify contextual fac-
tors associated with variation in outcomes [15-17].
Observational research suggested that general prac-
titioners (GP) have preferences regarding the types
of feedback they would like to receive [18]. Including
their assessment of the automated A&F system dur-
ing the process evaluation is therefore certainly use-
ful. Different theories have been developed to help
explain what factors influence feedback success, such
as Control Theory, Goal setting Theory and Feedback
Intervention Theory [19-21]. In 2019, the Clinical
Performance Feedback Intervention Theory (CP-FIT)
was described, which is the most comprehensive the-
ory to explain the effectiveness of A&F [8]. However,
a practical and validated application of these theories
to allow automated A&F systems to be assessed by the
care provider, is currently lacking.

The aim of this study was to develop a question-
naire to evaluate the use of automated A&F systems
and to achieve content validity. Mapping the perceived
importance and barriers of health care providers when
working with automated A&F systems, could improve
the quality and implementation of future automated
A&F interventions.
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Methods

Study design

A Rand-modified Delphi method was used for the
development of the questionnaire [22]. This method
is used to obtain the consensus among experts, based
on the theoretical frameworks available in literature [8,
23]. It includes 5 stages: (1) Drafting questions based on
scientific literature (CP-FIT and REFLECT-52 evalua-
tion tool) (2) Individual assessment of the questions by
an expert panel, analysis of these results and drawing
up a personal feedback report (questionnaire round)
(3) A consensus round consisting of a panel discussion
with the experts based on the feedback report (4) Final
assessment of the questionnaire by the expert panel
(final evaluation) (5) Processing these assessments in
the final questionnaire (final questionnaire).

Study population

The expert panel initially consisted of 14 members with
Belgian nationality, 9 men and 5 women. The selection
of experts was based on the work of Concannon and
Parker et al. [24, 25]. The panel was composed of four
principal investigators, four providers and six policy
makers (See Additional file 1). Among them were seven
medical doctors (six general practitioners, one paedia-
trician), three pharmacists, one nurse, one psychologist
and 2 researchers. After the questionnaire round, one
of the pharmacists decided not to participate further.
Among the panel members were 2 GPs with experience
in developing A&F systems.

Drafting questions

We conducted a literature research on the possi-
ble theoretical frameworks. Based on the CP-FIT and
the REFLECT-52 evaluation tool a questionnaire was
designed for the purpose of evaluating the use of A&F
systems [8, 23]. CP-FIT explains how effective feedback
works in a cycle of sequential processes, starting with
goal setting, followed by data collection and analysis, giv-
ing feedback, reception, comprehension and acceptance
of this by the recipient, a planned behavioral response
based on the feedback and improvement of clinical per-
formance. The cycle then repeats. Feedback interventions
become less effective if any individual step in this process
cycle fails. CP-FIT describes 42 hypotheses that influ-
ence the feedback cycle and thus the feedback’s success,
operating via three mechanisms: the feedback method
used, the feedback recipients and the context [8]. The
REFLECT-52 tool consists of 52 items that can serve as a
basis to assess the conformity to best practices in existing
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A&F interventions. It focuses on the nature of the desired
action, the nature of the data available for feedback, the feed-
back display and delivering the feedback intervention [23].

Data collection and analysis
Questionnaire round

Online assessment The expert panel was asked to assess
the prepared questions online for relevance for inclusion
in the questionnaire (See Additional file 2). They were
asked to answer them within 2 weeks (See Fig. 1). Each
question was rated using a Likert scale, with 1 being the
lowest score (not very relevant question) and 9 being the
highest score (highly relevant question). If a panel mem-
ber could not rate the question, an option 'not evaluable’
was added. Comments and suggestions for adjustments
could be noted per question. After each part, panelists
were asked to rank the questions in a top 3 or top 5 (prior-
itization). At the end of the questionnaire, participants had
the opportunity to formulate suggestions for new questions.

Analysis  After the online survey, a personal feed-
back form was drawn up for each expert. The scores on
the 9-point Likert scale awarded by all participants, the
median and top-percentage, as well as the participant’s
own score, argumentation and suggestions were reflected
in the feedback report. For each question, it was indi-
cated whether it was considered suitable for inclusion
in the questionnaire, whether its relevance was under
discussion or was insufficient. The median Likert scale
scores and prioritization were used to determine the
degree of agreement between the members of the expert

Development of the
initial questionnaire

*Selection of the
experts
*Request to
participate

Translating the
Dutch questionnaire
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panel. Based on preselection and consensus, an initial
assessment was formulated for each question and this
was also reflected in the personal feedback form.

Median Likert scale scores 'The median of all panelists’
scores for each recommendation, ranging from 1 to 9.

Prioritization Prioritization was a percentage based
on the score of the question in a top-5 or top-3. The first
ranked question received 5 points, the second 4 points,
etc. If a question was not included in the top-5 or top-3
listing, it received O points. Individual prioritization
points were then added up and divided by the maximal
possible points of the question. For example, if 10 pan-
elists ranked a recommendation first and 4 did not men-
tion it in their top-5 score, the top percentage was 50/70
(14 x5 =70) or 71.4%.

Preselection and consensus Criteria for preselection and
consensus are shown in Table 1.

Classification of questions Based on the preselection
and consensus, the questions were marked as ‘selected,
‘up for discussion, or ‘not selected. The questions selected
in this first round were marked in green. The questions
that were under discussion were colored orange and
those who were not selected, were marked in red.

Consensus round

The questions and the feedback report were reviewed
during an online panel discussion. The questions selected
in the questionnaire round (green color) were briefly

December 2022

Collection informed
consent

March 2023

*Consensus round
*Final evaluation

Questionnaire
round

March-June 2022

November 2022

Fig. 1 Timeline of the research

Table 1 Preselection and consensus criteria

3-18 January 2023

Preselection

Median Likert score > 7 and the top percentage between 1-20%
Median Likert score < 7 and top percentage >20%

Other
Consensus

> 30% of median Likert scores in highest tertile and > 30% in lowest tertile

Other

Median Likert score > 7 and top percentage > 20%

>70% of median Likert scores in highest tertile

Selection
Discussion
Discussion
No selection
Consensus
Discussion

No consensus
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discussed for inclusion, those who were not selected
(red color) for exclusion. Those under discussion (orange
color) were reviewed more extensively for inclusion or
exclusion.

Final evaluation

After the consensus round, the modified questionnaire
was submitted to the expert panel by e-mail for their final
approval.

Final questionnaire
After processing the last comments, the final question-
naire was drawn up.

Results

Drafting questions

Out of the 42 items proposed by the CP-FIT theory, 29
items were selected as the basis for our questionnaire.
This was supplemented with 27 items suggested by the
REFLECT-52. Some of the selected items occurred in
both theories (See Fig. 2 and Additional file 2). After
selection, a questionnaire of 34 questions according to
the rules of mixed-method research [26, 27] was com-
posed in Dutch. The questions covered different topics of
the automated A&F system such as care giver and prac-
tice data, the purpose of the questionnaire, collection of
the data, the feedback given and co-interventions. The
initial survey was discussed by three researchers (IVDW,
SVDB, KC) until agreement was reached that the ques-
tions adequately represented the key components of
each selected theory based item. The survey was refined
in terms of content and linguistics and translated into
French and English by sworn translators. The response
categories (I totally agree/ I rather agree/ I am neutral/
I rather disagree/ I totally disagree) were chosen to
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facilitate quantitative summaries. The remaining items
used a combination of open questions and descriptive or
numerical response categories to provide further details
on the A&F intervention. Before the questionnaire was
presented to the panel of experts, the questionnaire was
completed by four GPs to detect technical errors.

Questionnaire round

The response rate when assessing the 34-question ques-
tionnaire was 100%. Some questions were divided into
several sub-questions and statements, resulting in a total
of 57 items to be assessed. Based on the preselection and
consensus results, 34 out of 57 items were selected, 16
needed further discussion and 7 were not withheld (See
Fig. 2).

Consensus round

Ten panellists attended the consensus meeting. In this
round, 31 out of the 34 preselected items were kept. Ten
items from the group under discussion (see Additional
file 2, question 2, 7, 8, 9, 11, 19, 23.7, 27.2, 27.5, 32) and
two of the ‘not selected’ questions (see Additional file 2,
question 3 and 31) were also selected. The panel found
the content of the questions valuable, but the questions
were not well formulated. During the consensus meet-
ing, the manner of posing the questions was considered,
after which they could be included in the questionnaire.
One completely new question was added regarding the
payment system used (See Table 2, question 6). Question
14.2, 14.4, 14.5, 23.5, 23.8, 24.1, 27.6, 27.7, 27.8, 28 and
33 (see Additional file 2) were not selected by the expert
panel, although some were selected during question-
naire round (question 27.9 and 28). The consensus round
resulted in a selection of 44 items, distributed over 31
questions.

CP-FIT

Drafting questions 29 theoretical items

REFLECT-52
27 theoretical items

S

Selection: 34

Questionnaire round

57 subdivisions

34 questions Discussion: 16

No selection: 7

v

Consensus round

31 questions Selection: 43
44 subdivisions No selection: 14
Extra: 1

v

Final questionnaire

43 subdivisions

30 questions

Fig. 2 Different phases of development of the questionnaire
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Table 2 Final questionnaire

Number

Description

Part 1
Question 1

Question 2

Question 3

Question 4

Question 5

Question 6

Question 7

Question 8

Question 9

This section questions caregiver and practice data

What role do you assume as a caregiver?

- General Practitioner (GP)

- Trainee GP

- Specialist

« Practice assistant

- Nurse

+ Home nursing

« Pharmacist

- Physiotherapist

- Dentist

- Other

Specify: (open)

How long have you been professionally active as a healthcare provider?
<5 years

+5-10 years

+11-20 years

+21-30 years

+>30 years

What is your gender?

+Man

+Woman

« X

- | don't want to say

Where is your practice located?

- Postcode: (structured list)

What type of practice do you mainly work in?

- Solo practice/ pharmacy (1 health care provider)

- Duo practice/ pharmacy (2 health care providers, the same discipline)
- Monodisciplinary group practice/ team (3 or more health care providers, the same discipline)
- Multidisciplinary group practice/ team (3 or more health care providers, different disciplines)

- Community health center (3 or more health care providers, an organized collaboration between at least general practitioner medi-
cine, a paramedical discipline and a discipline of social work, flat-rate payment system)

- Hospital

+ Other: (open)

What payment system do you work with?

- Flat-rate payment system

- Performance-based system

Does your practice or team employ a practice assistant and/or administrative assistant?
- Yes

-No

Does your practice currently employ a trainee general practitioner?

- Yes

-No

How many in-person patient contacts (consultation and home visits) do you have per health care provider on an average weekday?
- <10

- 11-20

+21-30

+31-40

+>40
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Table 2 (continued)
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Number Description
Question 10 Did you participate at least once in the Audit?
- Yes
+No
Question 11 Why did you not participate in the Audit? (open)
Part 2.1 Purpose of the survey
Question 12 Please indicate the extent to which you agree with the following statements:

Question 12.1
Question 12.2
Question 12.3
Part 2.2
Question 13

Question 14
Question 15

Question 16

Question 17

Question 18

Part 2.3

The purpose of the Audit is clear to me.

I find the purpose of the Audit relevant to the work | do today.

| find that using the Audit positively affects my current way of working.
Collection of data through the EMD

How satisfied are you with the way the data was collected? (Completing and submitting the e-form in the EHR)
- Very satisfied

- Rather satisfied

« Neutral

- Rather dissatisfied

- Very dissatisfied

How could we improve the way we collect data? (open)

Indicate the extent to which you agree with the following statement: | feel that the data and results retrieved are an accurate representation of

my practice.

- Totally agree

+ Rather agree

- Neutral

+ Rather disagree

- Totally disagree

How satisfied are you with the frequency of data retrieval?
- Very satisfied

- Rather satisfied

« Neutral

« Rather dissatisfied

«Very dissatisfied

- Totally disagree

How frequently would you like to participate in the Audit?
- Biweekly

+ Monthly

- Quarterly

- Semi-annually

- Other: open

Indicate the extent to which you agree with the following statement: | ind participation in the Audit (collecting data and sending the eForm)

time consuming.
- Totally agree

- Rather agree

- Neutral

+ Rather disagree
- Totally disagree
Get feedback
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Table 2 (continued)

Number

Description

Question 19

Question 20

Question 21

Question 21.1
Question 21.2
Question 21.3
Question 21.4
Question 21.5
Question 21.6

Question 22
Question 22.1
Question 22.2

Question 22.3
Question 23

Question 24
Question 25
Question 25.1
Question 25.2
Question 25.3
Question 25.4
Question 25.5
Part 2.4
Question 26

Question 27

How frequently did you use the feedback?
- Several times a week

- Once a week

- Several times a month

- Once a month

- Several times every six months

- Once every six months

- Never

« Other: (open)

Why did you never look at the feedback? (open)

Please indicate the extent to which you are satisfied:

How satisfied are you about how feedback is given (in general)?

How satisfied are you about the frequency of the feedback?

How satisfied are you about getting feedback per practice, as opposed to being able to get feedback per individual physician?
How satisfied are you about the way the performance level of the practice is displayed by means of tables and graphs?

How satisfied are you about the content of the feedback?

How satisfied are you about the possibility to compare performance level of the practice with others (province/ primary care area/...)
and the number of levels available for comparison? (benchmarking)

Please indicate the extent to which you agree with the following statements:
| find the feedback given relevant to achieving a better level of performance.

I find it useful that the current level of performance is shown in relation to the previous level of performance (longitudinal view of per-
formance level).

I find the way a feedback report can be viewed user-friendly.

Did you set up any type of quality improvement project in your practice based on the feedback provided?
- Yes

-No

Why did you/ didn't you set up a quality improvement project? (open)

Please indicate the extent to which you agree with the following statements:

I find the effort | have to put into reviewing the feedback negligible.

| am satisfied with the amount of feedback given.

The feedback should contain written advice that aims to improve my performance level and is easy to implement.
If | received the feedback directly in my EMD (push system), I would use it more frequently.

The feedback provided aims to support me in improving the performance level of my practice.
Co-interventions

Please indicate the extent to which you agree with the following statement: A discussion with other GPs regarding the feedback received seems
a useful addition in order to arrive at changes in my medical practice.

- Totally agree

+ Rather agree

- Neutral

« Rather disagree

- Totally disagree

How satisfied are you regarding the support on using the Audit and getting feedback (webinar, film clip)?
- Very satisfied

- Rather satisfied

« Neutral

« Rather dissatisfied

- Very dissatisfied
«I'haven't looked into it




Van den Wyngaert et al. BMC Health Services Research (2024) 24:433

Table 2 (continued)
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Number Description

Question 28
- Very satisfied
- Rather satisfied
« Neutral
- Rather dissatisfied
«Very dissatisfied

+1did not contact the helpdesk
Question 29

- Totally agree

- Rather agree

- Neutral

+ Rather disagree

- Totally disagree

Question 30  Non-mandatory question:

Is there anything else you would like to mention? (open)

How satisfied are you with the way questions and problems related to the audit were resolved?

Indicate the extent to which you agree with the following statement: The reminder helped me participate in the Audit.

Final evaluation

A list of 31 questions was sent to the panel for final
review. The researchers asked the panel to exclude one
question, because of the subjective nature of this ques-
tion (See Additional file 2, question 11).

Final questionnaire

A final list of 30 questions (43 items) was obtained (See
Table 2). Main topics include caregiver and practice data,
purpose of the survey, collection of the data, getting feed-
back and co-interventions.

Discussion

This study used a Rand modified Delphi method to
develop a process evaluation questionnaire for auto-
mated A&F interventions. Based on the CP-FIT and
REFLECT-52 evaluation tool, a questionnaire with
34 questions (57 items) was designed to evaluate and
improve automated A&F systems [8, 23]. After a quan-
titative and qualitative review of the questionnaire
by a 14-person expert panel, 30 questions (43 items)
remained. Covering different aspects of the A&F system,
namely care giver and practice data, the purpose of the
questionnaire, collection of the data, the feedback given
and co-interventions, this questionnaire deemed suitable
for the assessment of automated and feedback systems by
their users.

In 2013, Colquhoun and colleagues compared 18 differ-
ent theories that can be used in the design and evaluation
of A&F systems [12]. More recently, three theories have
gained more popularity, namely Control Theory, Goal

setting Theory and Feedback Intervention Theory [19—
21]. However, these theories describe only part of the
feedback process and they lack some factors specific to
health care improvement like team based change, context
and intervention implementation. Since CP-FIT theory
and REFLECT-52 evaluation tool contain these aspects
related to health care, we used them as a basis for the first
questionnaire (8, 23].

Although the first part of the questionnaire on prac-
tice and caregiver data does not directly query the auto-
mated A&F system, it is quite relevant. After all, we know
that the effect of A&F depends on the recipient and
does not have the same impact in different professional
categories [28]. During the consensus meeting, ques-
tion 1 (see Table 2) regarding the role of the healthcare
provider was therefore extended to other disciplines in
primary care. Some studies found that the effect of an
A&F intervention was strengthened when senior physi-
cians were brought into an audit process, initially aimed
at junior colleagues [28, 29]. The expert panel decided
to adjust question 2 (see Table 2) so that the number of
years of professional activity was asked rather than age,
as they considered this to be more relevant. Question
3 (see Table 2) regarding gender was not selected dur-
ing the questionnaire round. The way the question was
asked and the response options, led to discussion within
the panel. A recently published scoping review states
that using dichotomous response options of female and
male are insufficient today, but the perfect set of options
does not exist [30]. The Belgian institute for the equality
of women and men advises adding an ‘other’ category, as
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well as an option ‘not to answer the question’ [31]. The
expert panel chose to follow this latter advise.

Practice setting also plays a role in A&F, where CP-
FIT assumes that teams and organisations have more
capacity to process feedback [8, 32]. Damschroder et al.
mentioned that the available resources influence the
implementation process, whereby ‘time’ contributes to a
positive implementation climate for an intervention [33].
In addition, people who have significant other responsi-
bilities (e.g. healthcare providers with a crowded agenda)
should be less able to handle feedback [8]. Therefore, the
questions about practice type and workload (question 5,
7 and 9, see Table 2) were included and an extra ques-
tion was added about the payment system (question 6,
see Table 2).

The initial questionnaire assessed the participant’s
digital literacy through the statement ‘I consider myself
competent in using a computer, based on the finding that
people with greater clinical and technical skills, are more
likely to successfully handle feedback. (See Tdditional
file 2, question 11) [8, 34] After consensus round, this
question was changed to ‘use of the Electronic Health
Record; but was subsequently deleted at the request of
the researchers in the final evaluation due to the subjec-
tive nature of the question.

The questions about the purpose of the feedback,
data collection and obtaining feedback were almost
all retained in the final questionnaire. Some questions
(question 14.2, 14.4, 14.5, 23.5, 23.8, 27.6, 27.7, 27.8,
see Additional file 2) were deleted by the panel because
their content was too similar to another question. Ques-
tion 27.9 and 28 were not retained since question 25 (see
Additional file 2) was converted into asking about set-
ting up a quality improvement project (question 23, see
Table 2) and thus covered the same content as questions
27.9 and 28. Both CP-FIT and REFLECT-52 state that
displaying patient data used to assess the clinical perfor-
mance of the health professional, facilitates the feedback
mechanism by enabling recipients to understand how
suboptimal care arose [8, 23]. However, the question on
individual patient data (question 24.1, see Additional
file 2) was excluded by the panel, as this is currently not
possible in the Belgian feedback systems. An interven-
tion is also more effective when the participant is sup-
ported (in obtaining feedback) and solving problems [8,
35]. However, the question on problem solving (question
28, see Table 2) was initially not retained during the ques-
tionnaire round. An adjustment of the question eventu-
ally led to inclusion in the list. Previous research found
that a financial reward may negatively impact feedback
success by counteracting the recipient’s motivation an
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sense of professionalism [34]. Yet this question (question
33, see Additional file 2) was not retained by the panel
since as it was believed that it would not be answered
fairly.

As mentioned in the introduction, an automated A&F
system can play an important role in primary care. A&F
acts as a ‘learning health care system, in which data from
the Electronic Health Record are quickly converted into
feedback, changes in practice and care for the patient
[36]. A&F also offers the opportunity to improve behav-
ior and care at patient level, which forms the base for
patient-centered care [8]. A&F can fence in popula-
tion management where a specific group of patients is
selected (e.g. diabetics), the care for their chronic disease
is evaluated and feedback provided to the health care
provided about the blind spots in care. On the basis of
the results, the health care provider can give extra atten-
tion to individual patients and discuss an individualized
support plan, based on the needs of the patient. Further
research on other possible patient roles in automated
A&F systems (active participation in feedback and ser-
vice improvement) is needed, looking beyond current
ways of involvement [37].

Strengths and limitations

There are some strengths and limitations to note. The
questionnaire was based on substantiated theory and the
content was validated by an expert panel, which is cer-
tainly a major strength of this study. The expert panel
consisted of professionals from different disciplines with
multiple and different roles in primary and secondary
care (see Additional file 1), so that a generic question-
naire for health care was created which can be used in
both primary and secondary care One of the limitations
concerns the absence of patients in the expert panel. This
was deliberately considered and in the end it was decided
not to allow them to participate, as they are not users of
automated A&F systems. Finally, the final questionnaire
has not been piloted in practice. To test the question-
naire, it will be offered to participants of A&F systems.
In a next phase, it will, for example, be integrated into the
Belgian EHR.

Conclusion

A process evaluation in the form of a questionnaire con-
sisting of 30 questions was designed, based on the CP-
FIT and REFLECT-52 tool and achieved content validity
by experts. This generic questionnaire can be used for the
assessment and improvement of automated A&F systems
in different healthcare settings.
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Abbreviations

A&F Audit and Feedback
CP-FIT Clinical Performance Feedback Intervention Theory
REFLECT-52  REassessing audit & Feedback interventions: a tool for Evaluat-

ing Compliance with suggested besT practices
GP General practitioner
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